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Sir,

Thank you for showing interest[1] in our article[2] titled 
“Extensive unilateral pulmonary tuberculosis with 
segmental atresia of principal bronchus” and for the 
illuminating discussion.

We do not claim that the segmental bronchial ‘atresia’ seen 
in our case is a congenital bronchial atresia. We attribute 
this ‘atresia’ to the underlying tuberculosis, which is more 
common and is well known to produce this type of luminal 
narrowing. There are articles using ‘atresia’ for acquired 
post‑inflammatory occlusions as well.[3,4] But as pointed 
out “Extensive unilateral pulmonary tuberculosis with 
acquired segmental atresia of principal bronchus” would 
have been a better title, leaving no doubt to its etiology.

Radhakrishnan Nair Amita, Samavedam Sandhyamani, 
Madathipat Unnikrishnan1

Department of Pathology, 1Department of Cardiovascular 
and Thoracic Surgery, Sree Chitra Tirunal Institute for Medical 

Extensive unilateral tuberculosis lung with segmental 
atresia of principal bronchus

Access this article online
Quick Response Code:

Website:

www.lungindia.com

DOI:

10.4103/0970-2113.135800

obvious symptom of breathlessness and sensitized to one 
or more aeroallergen on the skin prick test (SPT) carried out 
on 65 common aeroallergens (1:10 w/v, 50% glycerinated). 
Patients with primary lung pathology and diagnosed cases 
of asthma were excluded from the study. Pulmonary 
function test was performed and forced vital capacity (FVC) 
in liters, FEV1 in liters, their ratio FEV1/FVC% and FEF25‑75 
were obtained. Spirometric evaluation of the patients was 
done as per American Thoracic Society Guidelines.[4]

We found that 91 patients (91%) were polysensitized 
and 9 patients (9%) were monosensitized. Small airway 
obstruction (FEF25‑75 <80%) was found in 41 patients (41.0%) 
of sensitized allergic rhinitis patients. It was observed 
that out of 41 patients who showed impaired FEF25‑75, 
21 patients (51.22%) also showed mild impairment of 
FEV1, and 4 patients (9.76%) showed moderate impairment 
of FEV1. None of the monosensitized patients showed any 
evidence of airway obstruction.

This study reinforces the concept of ‘united airways disease’ 

Sir,

Asthma and rhinitis have traditionally been considered two 
different entities, affecting the lower and upper airways, 
respectively. Recent pathophysiological findings, however, 
have identified both disorders as manifestations of the 
chronic inflammatory respiratory syndrome of the common 
airways, or united airways disease.[1] Asthma is characterized 
by reversible airflow obstruction. The gold standard to 
evaluate bronchial obstruction is FEV1 (Forced expiratory 
volume/1 second). There is an increasing trend in considering 
a possible involvement of small airways in asthma.[2] Although 
there is no direct parameter to assess small airway obstruction, 
it has been suggested that forced expiratory flow at the 25% 
and 75% of the pulmonary volume (FEF25‑75) might be a 
suitable parameter to assess small airway obstruction rather 
than FEV1.

[3] Our study aimed at assessment of subclinical 
airway obstruction in the allergic rhinitis patients.

It was conducted on 100 patients aged 12 years or above 
with symptoms suggestive of allergic rhinitis but no 
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